The authors reviewed all suicides between 1992 and 2002 in a statewide correctional system. Thirty-seven inmates committed suicide in various prisons during this period. The average suicide rate for the system over the period of study is higher than the suicide rate of the general population, but it is lower than the correctional suicide rates reported in the literature.
Purpose and Method of Study
The purpose of this study is to identify the demographic, clinical and institutional profile of inmates who committed suicide while incarcerated between 1992 and 2002, and specifically, to delineate the factors which contributed to their suicides. Based on the findings, the authors propose certain recommendations which can be implemented in state prisons as a part of the overall suicide prevention strategy. The last year of our study period corresponded with the implementation of a comprehensive mental health services delivery system in the state, which included a nearly full complement of psychiatrists and mental health professionals.
Thirty-seven inmates committed suicide between 1992 and 2002. The method of study consisted of retrospective collection of the following data: demographics, criminal history and incarceration, type of correctional facility, suicide event, prior suicide attempts, communication Suicide in State Corrections 6 of intent, suicide watch, mental disorders, psychosocial stressors, substance and alcohol abuse history, debilitating medical conditions, and psychological autopsy and mortality review findings. Institutional and classification files, medical and mental health records, and mortality review reports were reviewed thoroughly to obtain data for each of the 37 cases. One inmate's classification file was unavailable for review. The authors recognize that some may have died "accidentally" during suicide attempts; all thirty-seven were included in the analysis since all of them were certified as suicide. It was practically difficult to review the files of thousands of inmates in the system from 1992 to 2002 for comparative purposes or for complex statistical analysis.
Results

Suicide Rate
The annual suicide rate for the correctional system was calculated for each year from 1992 through 2002. The highest rate was 29.63 in 1996 followed by 28.39 in 1998. The lowest rate, 3.37, occurred in 2002 (see Table 1 ). The average suicide rate for the system during this study was 15.2 per 100,000 inmates per year.
Demographics
Gender and Age: Thirty-five inmates (94.6%) were male and 2 (5.4%) were female. At the time of suicide, their ages ranged from 18 to 53 years old, though 32 (86.5%) were forty or younger.
Ethnicity and Language: Thirty-four inmates (91.9%) were US born and Englishspeaking. Three (8.1%) were foreign-born native Spanish speakers. Twenty-seven inmates (73.0%) were Caucasian, 7 (18.9%) were African-American and 3 (8.1%) were Hispanic.
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Marital Status: Inmates were involved in many different types of relationships. Seventeen inmates were never married (45.9%), 9 were experiencing a broken relationship (24.3%), and 10 were in an intact relationship (27.0%). Of the broken relationships, 1 inmate (2.7%) was a widower, 6 (16.2%) were divorced, 1 (2.7%) was separated, and 1 (2.7%) was in the process of divorce. Of the 10 intact relationships, 5 (13.5%) were married, 3 (8.1%) were dating, and 2 (5.4%) were engaged. The marital status of one inmate (2.7%) could not be determined.
Education: Only 9 inmates (24.3%) received high school diplomas. The other 28 (75.7%) did not complete high school, but 7 (18.9%) did go on to receive a G.E.D. One inmate (2.7%) received his G.E.D. prior to incarceration and the other 6 (16.2%) earned their diploma while incarcerated.
Criminal History: Twenty-three inmates (62.2%) had prior criminal record. Nineteen (51.4%) of those committed nonviolent crimes and 16 (43.2%) of them had violent prior offenses. These categorizations are not mutually exclusive, as some inmates had committed both nonviolent and violent prior offenses. The index offense, or the most serious crime for which the inmate was serving time, varied among the offenders. Nineteen inmates (51.4%) committed an offense against a person/s. Twelve (32.4%) had property crimes and 6 (16.2%) were drug offenders. This was the first period of incarceration for 29 (78.4%) of the inmates.
Clinical Variables
Mental Health: Twenty-seven inmates (73.0 %) had been diagnosed with an Axis 1 diagnosis at some point prior to suicide. The time of diagnosis varied but 16 (43.2%) were diagnosed while incarcerated. However, pre-incarceration mental health history was not available for most of the inmates. It was very common for these inmates to be diagnosed with several comorbid disorders. Their Axis I diagnoses fell into seven main categories which are not Suicide in State Corrections 8 mutually exclusive (see Table 2 inmates (59.4%) received a diagnosis of a personality disorder. The distribution of various personality disorders is noted (see Table 3 ).
All inmates received a mental health classification score indicating the degree of mental impairment. Mental Health Score (MH score) is a key component in the offender classification system. A score of 5 indicates severe psychopathology requiring psychiatric hospitalization, 4 means serious impairment requiring long term treatment in specialized units, 3 designates moderate impairment requiring psychotropic medication management, and 2 indicates mild impairment. A MH score of 1 is given when the inmate shows no signs of psychopathology.
While this population did have a high incidence of mental illness, the MH scores were most commonly in the mid-range. In fact, 27 inmates (73%) were given a score of 3 or below.
Inmates with moderate or low mental health scores (MH 3 or below) compared to those with scores of MH 4 or MH 5 seemed to be at an increased risk of committing suicide. Finally, twelve (32.4%) were referred for inpatient care during their incarcerations. Two (5.4%) were in the process of referral at the time the suicide. The 12 inmates (32.4%) who were sent to inpatient mental health settings were referred a total of 22 times to 3 different locations within the state. Many inmates abused more than one drug. The average age at which abuse began was calculated for the 29 inmates for whom this data was available, which indicated an age of onset of abuse at 15 years. Prior Suicide Attempt: Prior suicide attempts are significantly correlated with suicide in mentally ill offenders. Thirty-two inmates (86.5%) were "screened" for suicide risk upon arrival at the current correctional facility, where the suicide occurred. One inmate (2.7%) was screened at a prior facility but it is unknown whether or not he was screened at the current facility as well.
Three inmates (8.1%) were not screened by the current correctional facility or by any other facility. No information was available concerning screening for one inmate (2.7%). Inmates were screened for suicide risk; however, the method used was not comprehensive enough to be relied upon as the only safeguard against suicide.
Twenty-four inmates (64.9%) had a history of prior suicide attempts. Eighteen (48.6%) had made at least one suicide attempt prior to incarceration. Three i(8.1%) had attempted suicide during incarceration. Seventeen (45.9%) attempted suicide at least once during the current period of incarceration. Two (5.4%) made suicide attempts at undocumented times. None of the above categories are mutually exclusive, as some inmates made multiple attempts.
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Prior mental health records were requested for 11 (29.7%) of the inmates, and files were only received for 5 (13.5%) inmates. Therefore, no outside information was sought for 26 inmates (70.3%) and no information was obtained for 32 inmates (86.5%).
Chronic Illnesses: Data was collected to determine if any inmate suffered from chronic debilitating illnesses which may have contributed to the suicidal act. Chronic disease was not found to be significantly related to suicide in prison.
Institutional Factors
Housing Assignment and Inter-Facility Transfers: Inmates were most likely to be housed in a single cell [59.5%] in administrative segregation [48.6%] at the time of suicide. The correctional facilities where the inmate committed suicide were maximum-security institutions [67.6%] . Transferring an inmate from one correctional facility to another seemed to be a risk factor for suicide. Eighteen (48.6%) had been transferred to the facility where he or she committed suicide within four months of the suicide event.
Communication of Intent: Twenty-two inmates (59.5%) communicated their intent to commit suicide either verbally or non-verbally (see Figure 2) . The remaining 15 (40.5%) did not communicate intent in any way. Twenty-one (56.7%) verbally communicated their intent, while four (10.8%) communicated non-verbally. These categories are not mutually exclusive because several inmates communicated both verbally and non-verbally.
Inmates communicated their intent to a variety of people. Seven (18.9%) chose a correctional officer, 4 (10.8%) a cellmate, and 3 (8.1%) another inmate. In 2 cases (5.4%), the inmate's mother was the recipient and one (2.7%) told the sentencing judge. Five (13.5%) stated their intent but did not direct the communication to anyone in particular. Eighteen (48.6%) communicated their intent sometime within the week before suicide. Interestingly, sixteen Suicide in State Corrections 11 (43.2%) communicated the intent in such a way that someone could have reported to mental health and or administration. Six (27.3%) wrote suicide notes that were not discovered until after the inmate's death. Reports of suicidal intent were made in only 5 cases (13.5%). All 5 reports were made promptly The communication was reported to mental health staff in 2 cases (5.4%), correctional officers in 2 cases (5.4%), and an unknown recipient in the last case (2.7%).
Preventative action was taken following 3 out of the 5 reports (8.1%). No action was taken in 2 of the cases (5.4%). In one case, a mental health provider declined to reinstate a suicide watch for an inmate who was making suicidal comments and who had been on suicide watch before.
Though reports were made in only 5 cases, there were 16 cases (43.2%) where a report could have been made.
Suicide Watch: No inmates were on suicide watch at the time of suicide. However, 15 (40.5%) had been on suicide watch at some time while incarcerated. Twenty (54.1%) were never placed on suicide watch, and information regarding past suicide watch was unavailable for 2 (5.4%). Nine (24.3%) had been on suicide watch on only one previous occasion. The other six accounted for 19 different suicide watches: 4 (10.8%) were on suicide watch two different times, 1 (2.7%) was on suicide watch four times prior to death and another inmate (2.7%) had seven prior periods of suicide watch. Systematic records were not available regarding suicide watches.
Method of Suicide:
Inmates committed suicide using a variety of methods (see Figure 1) .
Hanging was the most common method, accounting for 30 out of the 37 suicides (81.1%). Three 
Time of Day:
Suicides did not occur more frequently at any specific time of the day. The time of occurrence was fairly evenly spaced and there was no distinguishable pattern.
Discussion
The general profile of the inmate who committed suicide was that of a young (21-40 years) Caucasian male with less than a high school education. He was not married or romantically involved, indicating no anchor points in family or relationships. Over 73% suffered from an Axis I mental disorder and a substantial number also had a personality disorder. Over 90% had a history of substance abuse, especially alcohol, with onset in adolescence.
Approximately two-thirds of this population had a history of prior suicide attempts. Life stressors such as new charges or convictions often precipitated the suicides. Symptomatically, these inmates tended to suffer from depression, delusions, hallucinations and or anxiety immediately before suicide. No systematic information with regard to pre-incarceration mental health care was available.
At the time of the suicide, the inmate was likely to have been housed in a single cell in the administrative segregation unit of a maximum-security prison. Most importantly, many of them were transferred between correctional facilities within four months of suicide. The inmate likely communicated his intent to do self-harm by verbal and/or nonverbal means but rarely was a report made which resulted in any meaningful action. Death resulted from hanging in approximately 81% of the cases and the most common ligature was a bed sheet.
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An interesting finding from our study was the time of occurrence of suicide. It is widely reported that most suicides in prison occur in weekends, evenings and holidays, but there was no discernible pattern in our study.
Finally, the suicide rate in our system was lower than the generally reported rate of suicide in state prisons, though not significantly. It is well known that the rates fluctuate from year to year as is noted in Table 1 . Although no explanation for this finding is offered, comprehensive prevention program reflects adequacy of mental health and correctional services. 
A) Screening
Screening is a crucial step in the identification of suicidal inmates, usually completed by the intake staff. The screening instrument should be sufficiently comprehensive to identify atrisk individuals. A complete history of any suicidal behavior, including all prior suicide attempts and/or periods of suicidal ideation (even if the inmate is not suicidal at the time of intake) should be gathered. The computer or Rolodex filing system must be checked to ensure that the inmate is not a returning offender who has previously been suicidal in the prison. Mandatory screening of Suicide in State Corrections 14 all inmates for suicide intentions at the time of receiving has been implemented in 45 out of 50 state departments of corrections (Metzner, 2002) .
B) Outside mental health records
Mental health and previous jail records must be made available to the current detention facility where the new inmate is held (Kerkhof & Bernasco, 1990) . Because mental illness is so prevalent in this population, there are a fair number of inmates who receive mental health care from providers in the community or jails. For continuity of care in prison, it would be useful to have access to those records for ascertaining the type of diagnosis, time of diagnosis, and prior medication regimen and its effectiveness. There must be an organized system for requesting, receiving, reviewing, and filing these records.
C) Suicide risk assessment
When an inmate evidences suicidal ideation or behavior, a multidimensional suicide risk assessment form, adapted for use within corrections, should be completed (Simon, 2001 ).
Inmates can be given a Suicide Risk Rating score of 1, 2, or 3 indicating the severity of suicide potential with three being the highest. In all cases where an inmate has a SR score, that score should be visibly placed on the inmate's medical record. Inmates with a SR score of 3 must be carefully monitored as past suicidal behavior predicts future self destructive acts. Many prisons have established a clinical/administrative level committee consisting of Program Director, Medical Director, Psychiatrist, Health Services Administrator and Assistant Superintendent of Administration. All inmates who have been classified as SR3 should be placed on the committee's agenda and discussed on a monthly basis. The changing needs of this group can be discussed on a regular basis and depending upon the inmates' clinical needs further assistance can be provided. .
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When an inmate is suicidal at a receiving center, that information should be taken into account when determining a long-term arrangement. If a timid inmate reports suicidal thoughts and appears to be a target for bullying it is less likely that he or she would be placed in the general population. Similarly, if an inmate has a history of assault and battery and is openly homicidal he or she would not be placed in the general population, either. Once the inmate arrives at the secondary facility, that facility should be made immediately aware of the suicidal inmate's clinical status.
Suicide watch: Based on suicide risk assessment, an inmate may be placed on suicide watch, a heightened state of monitoring by the correctional staff at predetermined intervals, such as every 15 minutes. Strict guidelines must be established with regard to who initiates the watch, how often the offender is monitored, what personal items are allowed in the cell, how the watch is terminated, and the procedure for follow up psychiatric and mental health contacts. In many cases, an inmate is placed on suicide watch but no record of the checks can be found in the file.
These records become extremely important from a forensic and legal point of view if the inmate does in fact commit suicide.
D) Clinical monitoring
Clinical assessment for suicide risk is a continuous process, performed by all mental health and psychiatric staff and must occur at every clinical encounter. This clinical assessment will be instrumental in making decisions on medication changes, admission to inpatient facilities, placement on suicide watch, one-to-one therapy, or other interventional steps. Individual counseling not only provides the inmate with an appropriate avenue of self-expression, it allows clinical monitoring of the inmate as well. Since a substantial percentage of inmates who commit Suicide in State Corrections 16 suicide suffer from substance abuse and substance abuse related disorders, it is important to establish a substance abuse treatment program in every prison.
E) Administrative Segregation Monitoring and Inter-facility Transfer
As a suicide preventive measure, suicidal inmates should not be placed in segregation units since it is not conducive to promoting improved mental health. The National Commission of Correctional Health Care prison standards [2003] stipulate that suicidal inmates should not be housed or left alone unless constant supervision of that inmate can be maintained. If it is necessary to house an inmate alone, provision should be made for uninterrupted supervision and human contact. Additionally, regular rounds in the segregation area to screen inmates for suicidal intent and mental illness should be a standard procedure.
A formal procedure to seek input or clearance from mental health staff before a mentally prisoner is transferred to another facility must be established. If the system does not have an electronic medical record system, the inmate's mental health records should be transferred promptly to the receiving facility. The transferred prisoner must be seen by a mental health professional within 24 hours and by a psychiatrist within 72 hours. After the initial contact, the inmate should continue to meet with these care providers on a regular basis. Finally, as a precautionary step, no prisoner on suicide watch should be transferred
F) Handling Inmate's Communication of Intent
Approximately 60% of inmates communicated their intent to kill themselves, either verbally or non-verbally, in a variety of ways and to variety of people as our study has noted.
Communications to outsiders may be difficult to track because often they do not take it seriously enough to report it to the prison. If an inmate commits suicide after such a communication, the friend or family member usually states that they didn't think that the inmate was serious about Suicide in State Corrections 17 committing suicide. As it is not easy to convince fellow inmates to report communications a confidential system for reporting, preferably a written form, must be established so that inmates do not feel as if they are putting themselves in danger when making a report. Reporting should occur as soon as possible after the communication. A cellmate may confide in a correctional officer who should report any communication of intent to commit suicide to a mental health professional. Mental health professionals should confer with colleagues and prison administration. In every case, someone else should be notified. Ultimately, the report should be added to the inmate's file and appropriate steps should be taken to ensure that the inmate is not at risk of harming him/herself.
Conclusion
Over 70% of the suicidal inmates studied suffered from a mental illness, but the remaining individuals presented with no mental health problems. As a result, not all recommendations for the prevention of suicide in prison can focus on mental health care.
Preventative steps must also include regular and systematic training and education of correctional and mental health staff, development and implementation of sound and legally defensible policies and procedures of suicide observation, intervention and prevention, and procedures for handling inmates who are noncompliant with treatment programs. These steps along with other administrative measures related to offender management and staff recruitment are integral parts of a comprehensive prevention program in prisons. The current study did not shed any light on these components; however, the effectiveness of such measures should be studied. As noted by White et al. (2002) , studying the pattern and occurrence of suicide over a significant amount of time (5 to 10 years) would yield valuable information regarding risk factors and the effectiveness of strategies implemented in a correctional system. Jumping from a high location (5.4%)
